A man had had an operation for tetralogy of Fallot at age 5. He was much improved for many years, but when he presented at age 40, he indicated that approximately 4 years earlier he had begun to note exertional dyspnea and ankle edema. Two and a half years earlier, he had had atrial flutter, but since then he had been in sinus rhythm. He had several syncopal episodes, but none in the previous 6 to 12 months.
Electrocardiographic Report A man had had an operation for tetralogy of Fallot at age 5. He was much improved for many years, but when he presented at age 40, he indicated that approximately 4 years earlier he had begun to note exertional dyspnea and ankle edema. Two and a half years earlier, he had had atrial flutter, but since then he had been in sinus rhythm. He had several syncopal episodes, but none in the previous 6 to 12 months.
Examination revealed elevated neck veins, ankle edema, a systolic ejection murmur in the second left intercostal space, and a short low-pitched diastolic murmur along the left sternal edge. e electrocardiogram (Figure 1) showed sinus rhythm, a P-R interval at the upper limit of normal (0.20 seconds), and right bundle branch block with an extremely long QRS duration of 0.21 seconds. Salient features of the echocardiogram were a huge right atrium with the atrial septum bulging into the much smaller left atrium and an enormous right ventricle that was moderately hypokinetic (Figure 2 ). e smaller left ventricle looked normal except for the abnormal septal motion associated with the volume-loaded right ventricle (Figure 3 ). Doppler examination revealed severe pulmonic regurgitation ( Figure 4 ) and only trivial tricuspid regurgitation.
Right ventricular outflow obstruction is the defining feature of Fallot's tetralogy and must be relieved at the time of operative repair. Repair often involves either causing pulmonic regurgitation as the valvular stenosis is relieved or rendering the valve totally ineffectual as a patch is placed across the valve ring to Dyspnea, edema, and syncope 35 years after "total correction" of tetralogy of Fallot enlarge the entire undersized right ventricular outflow tract. As long as there is little or no residual obstruction to right ventricular outflow, patients may tolerate even wide-open pulmonic regurgitation for decades, but not forever. e right ventricle progressively dilates and eventually fails. As that occurs, the tricuspid annulus enlarges, and tricuspid regurgitation places a second volume load on the already struggling right ventricle. at this patient has only trivial tricuspid regurgitation with such a large right ventricle is surprising.
Virtually all patients who have undergone repair of Fallot's tetralogy have right bundle branch block. e larger the right ventricle, the more prolonged the QRS complex is likely to be. Just as a prolonged QRS complex is a poor prognostic sign in patients with left ventricular systolic failure and left bundle branch block, so too is a wide QRS complex in patients after operation for tetralogy of Fallot (1). In both groups death is often sudden.
For many years, physicians have recognized that left atrial enlargement leads to atrial fibrillation and that right atrial enlargement often results in atrial flutter, and electrophysiological studies in the past decade have told us some of the reasons why (2, 3). Because many patients operated upon for Fallot's tetralogy eventually have the same physiology as our patient, and consequently large right atria, atrial flutter is a common late sequela of operative repair.
e terms total correction and complete repair are misnomers when applied to most operations for congenital heart disease, especially operations for tetralogy of Fallot and other cyanotic conditions. ere are almost always residua and/or sequelae, and sometimes complications. Patients with Fallot's tetralogy are well palliated by "total correction"; over 85% of them are asymptomatic at follow-up out to 20 years (4). Like our patient, however, many of those with severe pulmonic regurgitation become symptomatic only after more than 20 years. Although 35-year survival of a complex cardiac operation has to be deemed a success, a 40-year-old man is left with a serious condition for which he needs another palliative procedure: pulmonic valve replacement and implantation of an automatic cardioverter defibrillator. 
